A 23-year-old male without relevant medical history presented with a 3-day history of odynophagia, mixed dysphagia, and fever (maximum temperature 38,4ºC). Laboratory studies showed mild leukocytosis (12,000/ μL). An upper gastrointestinal endoscopy was performed and showed numerous scattered and coalescing, rounded, white plaques in the mid-esophagus (Fig. 1) , circumferentially involving the distal esophagus (Fig. 2) . Esophageal biopsies were obtained. After the endoscopy, the patient was started on acyclovir and fluconazol pending biopsy results. He tested negative for human immunodeficiency virus and was otherwise non-immunocompromised. Histologic examination showed eosinophilic inclusions (Cowdry type A inclusion bodies). Immunohistochemistry confirmed infection by herpes simplex virus. Fluconazol was therefore discontinued after 4 days of therapy, and acyclovir was continued with a total duration of 7 days. Symptoms resolved, allowing for hospital discharge after 5 days.
We present this unusual case of herpes esophagitis in a young immunocompetent patient due to the discordance between the clinical scenario suggesting viral infection and the endoscopy findings more typically found in Candida esophagitis.
Infectious esophagitis is the third leading cause of esophagitis after gastroesophageal reflux disease and eosinophilic esophagitis and it is more common in the immunocompromised host [1] . Candida organisms are the most common cause of esophageal infection [1] . Viral esophagitis is probably the second most common cause and it is typically characterized by odynophagia, retrosternal pain, and fever [2] . Typical endoscopic findings of herpes esophagitis include discrete or coalescent ulcerations of the mid-distal esophagus [1] [2] [3] . Nonetheless, it is important to remark that herpes esophagitis can be characterized by white plaques adherent to the esophageal mucosa, typically found in Candida esophagitis. 
